Subjects and methods Blood samples were taken immediately after delivery from 10 mothers, from cord blood, and from the newborns at 1, 2, 6, 12, 24, and 48 hours. Blood samples were obtained by venepuncture with permission of the mothers, were allowed to clot, and the serum was then separated and stored at -20°C until assayed. The mothers tested had no previous history of thyroid disease, and none was on medication in addition to taking vitamins and iron. Gestational age of their newborns ranged from 37 to 41 weeks (mean 39*7 weeks), birthweight from 3150 to 4180 g (mean 3753 g), * In the Editorial we wrote on 'The ethics of research involving children as controls ', Archives, 1973, 48, 751, we mentioned that, 'we have sometimes invited an author to agree to our adding an editorial note to his paper, pointing out that there has been a difference of opinion on the ethical propriety of the publication', but that the authors have usually declined the invitation and withdrawn the paper. 
Results
Maternal serum T3 and T4 levels immediately after delivery were higher than those in healthy nonpregnant women, but serum TSH remained in the normal range (see Fig., left-hand columns).
In the cord blood TSH was 5-7±2-2 mU/l (mean±SD), increasing to 20-6±6-5 mU/l at 2 hours and then decreasing to the normal range within 12 hours. At age 48 hours TSH was already at a lower level (2 7 ±07 mU/l) than at birth (P<0 001).
T3 concentration in cord blood was about one-third of the corresponding maternal blood value (0-63±0-21 ,ug/l against 1-62±0-44 ,ug/l; P<0-001; Fig.) . Soon after birth the T3 level of the neonates rose to the maternal level, reaching its maximum as early as at the age of 2 hours (1 -76 ± 0 -34 ,ug/l). Thereafter the T3 level dropped rapidly to the normal range (see Fig.) . Fisher and Odell (1969) showed that the umbilical cord plasma TSHI concentration is more than twice as high as that found in the mother at term. However, we could not find any statistically significant difference in these samples, and the cord TSH values tended to be even lower than the maternal ones. In our subsequent samples the serum TSH level increased markedly (over 300%), reaching a maximum at 2 hours and declining to subnormal values at 48 hours, evidently due to the raised secretion of thyroid hormones.
After birth serum TSH and T3 concentrations rose sharply and concurrently, reaching maximum at 2 hours. It is believed that the increase of TSH secretion is due to the decrease of environmental temperature (Fisher and Odell, 1969) . The cause of the simultaneous increase of T3 secretion remains unknown. It is, however, generally known that TSH-dependent secretion of thyroid hormones occurs clearly after the TSH release.
The measurement of TSH (and possibly T3 and T.) in cord serum or immediately after birth has proved to be a reliable technique of screening for congenital hypothyroidism (Klein, Agustin, and Foley, 1974) . Because there are great, rapid physiological changes in the serum concentrations of T3, TSH, and T4 during the first 12 hours of life, we recommend that screening should be carried out at the age of 24 hours or after. Recently it has become possible to assay the serum thyroid stimulating hormone (TSH) concentration (Hall, 1972) , and it is now accepted that patients with mild hypothyroidism have a raised serum TSH. Conversely, thyroid insufficiency can be confidently excluded if the serum TSH concentration is normal.
Normal serum TSH values range from undetectable to 4 FU/ml (Hall and Evered, 1973) but since this is a relatively new assay, laboratories must determine the specificity and accuracy of the test in their hands as well as establish their range of normal values. There are, however, no significant differences in TSH levels in men, women, or children after the neonatal period. High values for serum TSH almost certainly reflect a reduction in the circulating levels of thyroxine (T4) and triiodothyronine (T3) but by an instant reciprocity the increased TSH output may maintain, at least for a time, T4 and/or T3 levels within the range which will prevent a state of overt hypothyroidism.
In this case report we draw attention to the importance of serum TSH assay when suspicion of hypothyroidism is aroused, even though conventional tests of thyroid function are normal.
Case report A female (born 4 February 1968) is the second child of healthy unrelated parents. She presented in January 1970 at the age of 1 9 years because of shortness of stature. Since the age of 1 year the parents had been concerned because of her failure to grow. There was a history of constipation but no lethargy or preference for warm weather. Clinically (height 78 cm, weight 9 9 kg) she was small and alert and apart from fine sparse hair there were no other positive features of disease. Bone age was 1 year, epiphyseal dysgenesis was absent, serum cholesterol was 169 mg/100 ml (4 mmol/l) and protein-bound iodine 6-0 jug/100 ml (472 nmol/1).
She was seen regularly during the following 18 months during which period constipation persisted and also growth failure. In June 1972 at the age of 2 4 years the serum cholesterol was 245 mg/100 rnl (6.35 mmol/l), 
